COMMENT FAP is an autosomal dominant disease characterized by the development of multiple colorectal polyps. In affected individuals, these usually become apparent in the late teens or early twenties. Between 1951 and 19551 Gardner described the association of colonic polyposis with multiple osteomas, fibromas and epidermoid cysts. Desmoid tumours were added to this list by Smith2 and this association became known as Gardner's syndrome. A large number of extracolonic manifestations of FAP have since been described involving cells originating from all three germ layers. Many of these tumours, such as lung and breast tumours, are common and may not signify increased risk; however, the cumulative probability of a non-intestinal cancer developing by the age of 60 is 23%3. Endocrine tumours, particularly those of the thyroid, adrenal and pituitary glands, have been described and patients with FAP are more likely to develop malignant disease in these organs than an age matched population4. As far as we are aware, pleomorphic adenoma of a parotid gland in association with the FAP syndrome has not previously been described. Piriformis arises from the sacrum and passes laterally, posterior to the sacral plexus and through the greater sciatic notch, where it is accompanied by the sciatic and pudendal nerves. An abscess is a rare cause of the piriformis muscle syndrome, in which sciatic nerve entrapment causes pain in the gluteal region or lower back extending to the hip and posterior thigh. We report such a case.
CASE HISTORY
A 16-year-old girl described the sudden onset of sharp pain in the lower back radiating into the right buttock and posterior thigh. The pain increased over the next 5 days such that she was unable to bear weight on the right leg. Urinary urgency developed and she became febrile (38.5°C) whereupon her general practitioner referred her to hospital; there she was catheterized for acute urinary retention (1 L residual volume). On examination she was in pain, with tenderness over the right gluteal region, and most comfortable lying on her left side; temperature was normal. All movements at the hip joint elicited pain, limiting tests of muscle strength. Tone and reflexes were normal apart from a reduced right ankle jerk. The plantar responses were flexor. Pinprick sensation was reduced in the right S3 and S4 dermatomes.
Routine haematological and biochemical parameters were normal including white cell count 6.4 x 109/L. Magnetic resonance imaging (MRI) of thoracic and lumbar spine was unremarkable and cerebrospinal fluid was normal. The erythrocyte sedimentation rate was 60mm/h and Creactive protein 67 mg/L. Blood cultures subsequently grew Staphylococcus aureus and a gadolinium-enhanced MRI scan of the pelvis revealed a septated, enhancing 4 x 5 x 3 cm lesion within the piriformis muscle. The sacral plexus and the origin of the sciatic nerve were displaced anteriorly.
Under computed tomographic (CT) guidance lOmL of purulent fluid was aspirated from the lesion. S. aureus with identical antibiotic sensitivity was cultured from aspirate and blood. She received intravenous flucloxacillin followed by oral flucloxacillin and fusidic acid over two months. Her pain settled with analgesics and she remained afebrile. A repeat enhanced MRI scan of the pelvis 2 weeks later showed complete resolution of the abscess. There was no recurrence or neurological deficit 1 year later. Piriformis muscle abscess with sensorimotor deficit has been described after epidural anaesthesia and forceps delivery3. S. aureus is the most common organism but many others have been reported4. Typically the infections arise by haematological spread, rarely by direct spread from pelvis or bowel. In our patient a CT-guided transgluteal approach through the greater sciatic foramen was used to aspirate the pelvic abscess; this method is now favoured over the traditional transperitoneal approach or laparotomy. Butch et al.5 used this technique in 21 patients with pelvic abscess or fluid collection, avoiding surgery in 17 cases (81%). In patients presenting with sciatica without evidence of disc disease and with prominent pain on passive hip movement one should consider pelvic muscle abscess, easily confirmed by enhanced magnetic resonance or computed tomographic imaging.
Back pain during pregnancy and after childbirth: an unusual cause not to miss Backache is a common symptom in women of childbearing age. Up to 50% of women report back pain at some stage during pregnancy and in one-third the severity of the pain is such that it interferes with daily life. Although in many cases backache resolves shortly after delivery, in some it continues for months; in others it begins postpartum'.
Here we report two patients in whom back pain was erroneously attributed to pregnancy and childbirth, with consequent delay in referral, diagnosis and treatment.
CASE HISTORIES Case I
A 37-year-old woman with two previously uncomplicated pregnancies was seen 5 months into her third pregnancy with a two-week history of severe lower back pain. She had suffered intermittent back pain throughout this pregnancy but at no other time before. On this occasion the backache was complicated by bilateral sciatica as well as difficulty in passing urine. She could not recall any specific triggering factors for this episode. Her symptoms were originally attributed to the pregnancy and she was managed by analgesia and bed rest. When symptoms did not resolve she was referred to hospital where clinical examination revealed saddle anaesthesia, reduced anal tone and absent ankle reflexes bilaterally.
Magnetic resonance imaging (MRI) displayed a large central disc prolapse at L5-Sl level. The patient underwent emergency microdiscectomy. Postoperatively the pain disappeared, her urinary symptoms greatly improved and National Hospital for Neurology and Neurosurgery, Queen Square, London WC1N 3BG, UK Correspondence to: Mr Alan Crockard
